Introduction
Lipomas are slowly growing, benign mesenchymal tumors composed of adipose tissue.P They are usually solitary, encapsulated, subcutaneous or submucosal masses, and they primarily affect men (the male-tofemale ratio is between 3:1 and 5:1).2'4 Most cases occur in the sixth decade of life and later.i" Some 13% of all lipomas are found in the head and neck region, mostly in the posterior neck; lesions are rare in the anterior neck, infratemporal fossa, oral cavity, pharynx, larynx, and parotid gland.' Laryngeal lipomas account for only about 0.1% of all benign laryngeal tumors, but they should be considered in the differential diagnosis of a laryngeal mass.' These tumors are generally found in areas that contain a high From Laryngeal lipomas are almost always solitary. We report a case of a large supraglottic lipoma that was associated with diffuse systemic lipomatosis. To the best of our knowledge, only 1 other such case has been reported in the English-language literature."
Case report
A 57-year-old man with multiple subcutaneous lipomas presented with a 6-week history of progressive dysphagia with solids and a globus sensation. He reported no odynophagia, dyspnea, or change in voice, and he denied a history of relevant trauma or weight loss. He was a nonsmoker. He reported that when he had been in his 30s, he had undergone removal of multiple superficiallipomas.
On examination, numerous lipomas were present throughout his extremities and back (figure 1). Flexible laryngoscopy detected an obstructing mass arising from the tongue base with anterior displacement upon tongue protrusion. The true vocal folds were intact. CT demonstrated a 3.2 x 3.4 x 2.6-cm mass with fatty attenuation centered in the right aryepiglottic fold and right epiglottis (figure 2). A modified barium-swallow examination revealed a large, lucent mass extending over the midline and involving the right vallecula and epiglottis, although there was still adequate passage of the bolus around the mass (figure 3).
The patient was taken to the operating room for an endoscopic removal of the lesion. He was fiberoptically intubated and underwent suspension microlaryngoscopy, which demonstrated a well-circumscribed, encapsulated lesion located in the vallecula and encompassing the right aryepiglottic fold. The tongue-base mass was fully removed via a transoral endoscopic CO 2 laser resection; because the lesion was so large, the removal was performed in a piecemeal fashion (figure 4). The patient tolerated the procedure well, but because of the extent of the dissection and mucosal swelling, he remained intubated overnight. He was extubated on the first postoperative daywithout incident,and he resumed a regular diet. He was discharged home on postoperative day 2. The final pathologic analysis identified benign adipose tissue consistent with a lipoma. At the 6-month follow-up examination, the larynx was well healed and the patient exhibited no evidence of disease (figure 5).
Discussion
The first case oflaryngeallipoma was reported in 1854 by Holt et al. 7 Since then, fewer than 115 cases have been reported in the English-language literature."
Laryngeal lipomas may manifest with clinically adverse features. For example, in 2 previously reported cases, the presence of a large lipoma led to suffocation secondary to regurgitation into the hypopharynx." Lipomas usually occur sporadically, but some are associated with several inherited disorders, including multiple lipomatosis, Gardner syndrome, and Madelung disease.' Recurrences, which have been reported in about 5% of patients, are more common when the lipoma is associated with generalized lipomatosis, when the mass is not completely removed at surgery, or when the tumor is a well-differentiated liposarcoma incorrectly diagnosed as a benign lipoma." There are no reports of malignant transformation of a solitary lipoma, but it has occurred in cases of multiple laryngeal lipomas,"
Pathology. Laryngeal lipomas are composed of mature, white adipocytes. They are usually found in the supraglottic area because of the large amount of fat in this area. These masses are believed to develop from multipotential fibroblasts that differentiate into fat cells to form a lipoma. J The fat cells found in a lipoma are uniform in shape and size. Macroscopically, laryngeal lipomas are well-delineated, lightly colored, solitary masses that can be sessile or pedunculated and smooth or lobulated," Benign lipomas can be distinguished from welldifferentiated liposarcomas because the former lack atypicallipocytes, lipoblasts, and cytologic evidence of pleomorphism, and because they are encapsulated and noninvasive. Only 30 cases of laryngeal liposarcomas have been reported in the literature, which means they are less prevalent than benign lipomas of the larynx. to Several subtypes of lipoma have been defined. They include fibrolipomas, which have a higher component of connective tissue; myxolipomas, which contain gelatinous stroma; spindle-cell lipomas, which feature fibroblastoid spindle cells; and angiolipomas, which are characterized by extensive vascularization. ' Diagnosis. The presenting signs and symptoms of laryngeal lipoma-airway obstruction, dysphagia, dyspnea, hoarseness, and globus pharyngeus-are the same as those of other benign and malignant tumors of the larynx. final diagnosis are not uncommon. Delays in diagnosis are attributable to the gradual development of nonspecific symptoms.
The differential diagnosis ofa laryngeal mass includes hyperplastic mucosal polyp, mucus retention cyst, laryngocele, myoma, chondroma, papilloma, adenoma, lymphangioma, hemangioma, benign lipoma, and malignant liposarcoma.' The appearance of a welldifferentiated liposarcoma can beverysimilar to that ofa benign lipoma, so histopathologic analysis is imperative to establish the diagnosis.
Imaging. Both CT and MRI can demonstrate the extent ofa tumor and establish its lipomatous nature, but neither can distinguish a lipoma from a liposarcoma." Laryngeal lipomas have characteristic CT findings-namely, a noncontrast-enhancing homogeneous structure with few septations and low attenuation (Hounsfield units between -50 and -ISO) indicative of adipose tissue.' However, MRI is the preferred technique because it provides better definition oflipoma margins and better visualization oflaryngeal musculature. 8 Lipoma intensity is highest on TI-weighted imaging.
Management. Treatment of laryngeal lipomas is surgical. Left untreated, lipomas can be life-threatening; cases of sudden airway obstruction have been reported.' Small tumors can be removed endoscopically with a cold-cutting electrosurgical or CO 2 laser,' In our patient, the tumor was quite large, so we performed a piecemeal excision to minimize surgical morbidity. For larger tumors, an external approach, such as a lateral or subhyoid pharyngotomy, may be required. In order to prevent a recurrence, the surgical removal of a lipoma should be complete, and a histopathologic analysis should be performed to lookfor cellular atypia ." If the lesion is in fact a benign lipoma, complete excision is adequate. If the lesion is atypical, a complete excision with careful long-term follow-up is suggested because the recurrence rate in such cases is as high as 53%.10 If the lesion is found to be a liposarcoma, postoperative radiotherapy should be considered."
